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Initial Comments

Facility Reported Incident of 7/5/2022/iL149119

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210c)
300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operatin.
the facility. -

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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c) Each direct care-giving staff shall review and
be knowledgeable about his or her residents'
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements were nbt met as evidenced
by:

Based on observation, interview, and record
review, the facillity falled to follow R1's care plan
and facility policy while conducting a transfer
using a mechanical lift. This resulted in R1 falling
from a mechanical lift and sustaining a subdural
hemorrhage and lacerations that required
emergency room services and hospital services.

This applies to 1 of 3 (R1) reviewed for safety
during transfers.

The findings include:

The EHR (Electronic Health Record) shows that
R1, a 93-year-old with diagnoses of Alzheimer's
Disease, AHSD (atherosclerotic heart disease),
HTN (hypertension), essential tremor, history of
faling, hyperlipidemia, major depressive disorder,
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